level of insurance coverage and affordability of children's mental health services (Kelleher & Rickert, 1994; Tarnowski, 1991) .
Another important but not well-understood set of barriers to the identification of behavioral and developmental problems in pediatric primary care concerns the difficulties of describing and diagnosing such problems. The primary diagnostic system for the classification of behavioral problems, the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV) (American Psychiatric Association, 1994) describes child and adolescent mental disorders that are generally more serious and much less prevalent than the broad spectrum of behavioral and developmental problems commonly encountered in pediatric primary care. For this reason, primary care pediatricians need a diagnostic and coding system that facilitates their abilities to describe and diagnose the problems they see. Empirical data suggest that when pediatricians are given an opportunity to use a nomenclature that provides a more suitable range of choices for diagnosis, they identify higher rates of behavior problems (Horwitz, Leaf, Leventhal, Forsythe, & Speechley, 1992) .
To address the need to develop a comprehensive coding system to facilitate the recognition and management of common behavioral and developmental symptoms in primary pediatric care, the American Academy of Pediatrics (AAP) in collaboration with a number of other professional organizations, including the Society of Pediatric Psychology, has recently developed a new method to classify these problems: The Diagnostic And Statistical Manual for Primary Care (DSM-PC), Child And Adolescent Version (Wolraich, Felice, & Drotar, 1996) . Under the sponsorship of the AAP, information concerning the DSM-PC has now been disseminated to pediatricians at professional meetings and in some local settings.
In light of its potential utility for pediatricians, the DSM-PC also has special significance for pediatric psychologists, especially those who work with pediatric colleagues in primary care. For example, use of the DSM-PC may increase pediatricians' abilities to make referrals to and communicate more effectively with psychologists concerning the management of behavioral and developmental problems. Psychologists who work with pediatricians in primary care settings can also use the DSM-PC to enhance their abilities to teach their pediatric colleagues about the spectrum of behavioral and developmental problems that present in such settings. Finally, psychologists and pediatricians can use the DSM-PC to conduct research on the incidence, prevalence, stability, and management of behavioral and developmental problems encountered in pediatric primary care settings.
Despite the potential of the DSM-PC for enhancing cooperative clinical practice, teaching, and research among pediatricians and psychologists, information concerning the document has not been widely disseminated among psychologists. To my knowledge, no description of the DSM-PC and its potential applications is available in the psychological literature. To address this need, I would like to describe the development of the DSM-PC and its content and to illustrate its current and future utility in clinical care, teaching, and research.
The Development of the DSM-PC
According to Wolraich (1997) , plans to develop the DSM-PC arose from a concern that a new manual developed to help primary care providers code adults' mental disorders would not adequately describe children's mental health problems. Under the direction of Mark Wolraich of Vanderbilt University, the AAP formed a task force to develop a child-focused coding system. This interdisciplinary collaborative effort also included the American Psychological Association, the Society for Developmental and Behavioral Pediatrics, the American Academy of Child and Adolescent Psychiatry, the American Academy of Family Physicians, the Canadian Pediatric Society, the Zero to Three/National Center for Clinical Infant Programs, the Maternal and Child Health Bureau, and the National Institute of Mental Health. The project was funded by the Robert Wood Johnson Foundation, the Maternal and Child Health Bureau, and the AAP Friends of Children Fund.
Working Assumptions That Guided the Development of the DSM-PC
The following working assumptions guided the development of the DSM-PC (Wolraich, 1997) :
1. Children demonstrate symptoms that vary along a continuum from normal variations to severe mental disorders that can be divided into clinically meaningful gradations;
2. The quality of children's environments has a critical impact on their mental health. Moreover, to the extent that stressful situations can be recognized and managed in the context of primary care, material useful to practice coding, and a section that summarizes relevant diagnostic criteria of the DSM-IV likely to be used by pediatricians (e.g., Attention-Deficit Hyperactivity Disorder [ADHD]).
Table of Contents and Introduction
The table of contents for the DSM-PC is followed by a detailed list that includes the page number and code number of each diagnosis. A brief introduction then describes the purpose, key assumptions, and organization of the manual. Sample formats for the behavioral clusters, spectrum of behaviors (developmental variations, problems, and disorders), developmental presentations, and differential diagnoses are then described. The introduction also includes guidelines for using the DSM-PC such as locating information, a flow chart of steps in coding, and case illustrations of how to use the manual. Users' guidelines are followed by a description of relevant issues in assessing severity of the clinical needs of children and families, especially symptoms, functioning, burden of suffering, and risk and protective factors, which are listed in a table.
Situations
The Situations section was designed to help pediatric practitioners to describe and evaluate the impact of those stressful situations that present in primary care and can affect children's mental health, to assess potential consequences of such adverse situations, and to identify factors that may make a child more vulnerable or resilient to the impact of stressful situations to which they are exposed.
As shown in Table I , the following potentially stressful situations that were identified as the most common and/or well-researched are defined: Challenges to Primary Support Group, (e.g., marital discord/divorce), Changes In Caregiving (e.g., physical illness of parent), Functional Changes in Family (e.g., addition of a sibling), Community or Social Challenges (e.g., acculturation), Educational Challenges (e.g., parental illiteracy), Parent or Adolescent Occupational Challenges, Unemployment Housing Challenges (e.g., homelessness), Economic Challenges (e.g., poverty/inadequate financial status), Inadequate Access to Health and/or Mental Health Services, Legal System or Crime Problem (e.g., parent or juvenile crime), Other Environmental Situations (e.g., natural disaster), and Health-Related Situations (e.g., chronic or acute health conditions). Information concerning key risk (e.g., family dysfunction) some serious mental health problems may be prevented;
3. The nature of children's expression of symptoms and response to stressful environmental situations varies as a function of age and level of development; 4. A useful coding system should be fully compatible with available classification approaches such as the DSM-IV and the International Classification of Diseases (ICD-10);
5. An effective coding system should be clear, concise, and usable by primary care pediatricians.
6. A coding system should be based on available objective data and professional consensus;
7. The language of this system should be sufficiently clear so that it can be verified and/or revised based on research findings.
Developing the DSM-PC
The DSM-PC was developed by expert consensus panels or work groups, each of which was chaired by a pediatrician and also included two other pediatricians, at least one of whom was a practitioner, two child psychiatrists, and two child psychologists. Each work group focused on describing the content of clinically relevant problem domains commonly seen in pediatric practice, with the exception of one group that focused its work on defining environmental situations and another on the issue of severity.
Drafts of the DSM-PC were reviewed by 177 professionals who represented pediatric primary care, developmental/behavioral pediatrics, child psychiatry, child clinical and pediatric psychology, and child neurology and were encouraged to use it in their practices. Feedback from these professionals was used to modify and clarify the language of the codes. Representatives of each professional group that participated in the DSM-PC project were also asked to review the manual for accuracy and clarity. Feedback from all of these sources was incorporated into the final version, which underwent extensive editing.
Organization and Content of the DSM-PC
The DSM-PC includes a 
Witness of Violence

Health-Related Situations
Chronic Health Conditions
Acute Health Conditions and protective factors (e.g., temperament, intelligence) is also provided to help clinicians consider the impact of stressors.
Child Manifestations
The second major content area of the DSM-PC describes Child Manifestations or symptoms. It is organized into specific sections identified as behavioral clusters, each of which is introduced by presenting symptoms that describe concerns typically described by parents (e.g., "My child is not talking"). This format was selected because it is practical to use: Practitioners can access the system by referring to the index of presenting complaints.
As shown in Table II , the 10 behavioral clusters are the following: Developmental Competency (e.g., learning and developmental problems), Impulsivity, Hyperactivity, or Inattention, Negative Antisocial Behaviors, Substance Use/Abuse, Emotions and Mood (e.g., sadness and anxiety), Somatic and Sleep Behaviors, Feeding, Eating, and Elimination, Illness-Related Behaviors (e.g., noncompliance with treatment), Sexual Behavior, and Atypical Behaviors (e.g., ritualistic behavior).
Each cluster description has a similar format that includes the cluster title, presenting complaints, definitions and symptoms, as well as information about epidemiology and etiology. These formats were developed to help primary care clinicians consider the following issues for each cluster: (1) the spectrum of severity of the child's presenting problems; (2) common developmental presentations (e.g., infancy, early and middle childhood, and adolescence, and (3) differential diagnosis. In order to facilitate a practitioner's ability to make a differential diagnosis, information for each cluster is presented in an algorithmic format.
Spectrum of Problem Severity. Each cluster is divided into three categories: (1) developmental variations, defined as behaviors that parents may raise as a concern with their child's primary care provider, but are within the range of expected behaviors for the child's age; (2) problems that reflect behaviors serious enough to disrupt the child's functioning with peers, in school, and/or in the family, but do not involve a sufficient level of symptom severity to warrant the diagnosis of a mental disorder using the DSM-IV; (3) disorders as defined in the DSM-IV, including conditions such as ADHD that are commonly treated in primary care.
Common Developmental Presentations. To help practitioners recognize how symptoms (e.g., anxi- Table II ety) may be expressed among children of different ages, guidelines are provided to facilitate coding of variations, problems, and disorders in four age groups: infancy (birth to 2 years of age), early childhood (3 to 5 years of age), middle childhood (6 to 12 years of age), and adolescence (13 years of age or older).
Differential Diagnosis. Information provided in each of the clusters is designed to help primary care clinicians make a differential diagnosis and is divided into two sections: alternative causes and comorbid and associated conditions. The differential diagnosis section describes phenomena that could be alternative causes for specific behaviors including: (1) general medical conditions, (2) substances, legal and illegal, that could cause behavioral manifestations, or (3) mental disorders that may present with similar behavioral symptoms and that, if present, should be coded in place of the disorder in the cluster.
Special Features of the DSM-PC
Usefulness to Primary Care Pediatricians
One of the primary purposes of designing the DSM-PC was to develop a manual that would be useful to primary care pediatricians in describing the problems they see in their practices. Preliminary reports from pediatricians who have used the DSM-PC suggest such clinical utility For example, pediatricians from training programs in Behavioral Pediatrics Consortium of Northeast Ohio have described the following advantages: "It characterizes the complexity of the visit much better and allows comprehensive consideration of biopsychosocial issues; coding for situations is a definite advantage because they certainly play into diagnosis and treatment plan; The manual provides an expanded betterdefined vocabulary and differential diagnosis. There is more of a sense of understanding the problem by knowing its component parts."
Utility in Making Distinctions among Problem Severity
Another special feature of the DSM-PC is that it gives primary care pediatricians a way to distinguish among the severity of behavioral/developmental problems seen in children by defining three categories: developmental variations, problems, and disorders, each of which is now described. Develop-
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mental variations are those behaviors that parents may raise as a concern to their primary care clinician but are within the range of what is expected for a child of that particular age. The management of symptoms classified as developmental variations is most likely to be conducted by pediatricians, by assuring parents that their children show ageappropriate behaviors and by providing specific guidance to parents concerning management. In contrast to developmental variations, problems are defined as behavioral symptoms serious enough to disrupt the child's functioning in any one of a number of contexts, such as the family situation, in peer relations, or at school. Moreover, these problems are severe enough to cause a significant burden of distress for the child or parents. Depending on the level of functional impairment associated with the child's problem, degree of distress caused by the problem, or the problem's response to pediatric intervention, symptoms classified as problems may be referred to mental health providers. The third major category is disorders, defined as symptoms that meet criteria for various conditions listed in the DSM-IV. These are the most severe problems that present to primary care pediatricians. While many of the behavioral symptoms that reach threshold for a DSM-IV diagnosis are referred to mental health practitioners, some, such as ADHD or enuresis, may be managed by pediatricians.
Case Illustration of Coding Developmental Variations and Problems. The following case example illustrates how pediatricians can use the distinction between developmental variation and problem to facilitate their assessment and management of behavioral symptoms. Sally is a 2-year-old whose parents are concerned about her difficulty relating to other children. Whenever unfamiliar children come into her house, she initially avoids them but eventually learns to make relationships with children whom she knows. Having provided care for Sally since she was an infant, her pediatrician recognizes that she has always been a very shy child who has had difficulty managing any new situation. Her parents have always had to help her deal with new events, including social situations. On the other hand, Sally's strengths include her good sense of humor and positive relationships with her older siblings.
Sally's behavior can be categorized as a Social Interaction Variation (within the cluster "Atypical Behaviors"), defined as "a variation in children's and adolescents' ability and desire to interact with other people because of constitutional and psychological factors. Less socially adept children are not considered as having a problem so long as it does not interfere with their normal development and activities" (Wolraich et al., 1996, p. 279) . In managing Sally's problem, her pediatrician might advise the parents that her difficult social behavior is largely within normal limits and reflects her temperament, especially her strong preference to withdraw rather than approach in response to new situations. The parents might be advised to work within the limits of her temperament by not overwhelming her with new peer contacts but by encouraging and rewarding her interactions with familiar peers.
Consider the contrasting case of Alex, a 3-yearold child with social/behavioral difficulties that fit within the "problem" category. Alex's nursery school teacher contacted his parents because she was very concerned about his difficulty establishing contact with other children, despite repeated opportunities for him to do so. He preferred to stay near her and avoided other children for the most part. Alex also had great difficulty separating from his mother to attend preschool. His teacher noted that Alex's avoidance of peer contact has been interfering with his relationships with others who tend to avoid him. His behavior has become a source of concern to his mother who wonders whether she should take him out of the preschool because of his peer relationship problems. Alex's father does not feel that there is any difficulty at all. Consequently, the parents have had disagreements about how best to manage Alex's behavior.
Alex's problems are clearly more serious than would be expected for a child of his age yet cannot be classified within the DSM-IV. Using the DSM-PC, one could classify Alex's behavior as a "Social Withdrawal Problem," defined as "the child's inability and/or desire to interact with people is limited enough to begin to interfere with the child's development and activities" (Wolraich et. al., 1996, p. 280) . To help the parents manage Alex's problem, his pediatrician might recommend a more intensive evaluation and/or intervention that might necessitate referral to a psychologist or another mental health practitioner.
In addition to facilitating descriptions of children's behavioral difficulties as noted above, the distinction among a developmental variation, problem, and disorder can facilitate pediatric monitoring of the nature and severity of children's symptoms over time. Because it provides a more complete vocabulary for categorizing the range of clinical presentations commonly encountered in practice, the DSM-PC can help pediatricians ascertain whether a particular set of symptoms is improving or becoming more problematic over time.
Utility in Describing Potentially Stressful Environmental Situations
A third special feature of the DSM-PC concerns its utility in helping pediatricians describe potentially consuming) interventions such as counseling her mother about the need to protect Sally, referral to a shelter for battered women, and so on.
Use of the DSM-PC in Teaching Pediatricians about Behavior and Development
Beyond its clinical utility, one of the important uses of the DSM-PC is in giving pediatricians an overview and conceptual framework concerning the range of behavioral and developmental problems that present in primary care. Experiences of faculty who have been using the DSM-PC to train pediatric residents have suggested that the best methods to train pediatricians to use the DSM-PC involve "hands-on" approaches that emphasize practical applications (Drotar & Stancin, 1998) . For example, Stancin (personal communication, April 12, 1998), teaches the DSM-PC using a videotape series of roleplayed vignettes illustrating interviews involving common presenting behavioral problems and family stresses (e.g., separation anxiety, toileting problems, divorce, etc.). Residents are asked to use the DSM-PC to code the child's symptoms based on the information they have just viewed. This method of training can be used productively in a group format in which trainees are given opportunities to discuss cases, alternatives for coding, and management plans.
Psychologists and pediatricians who work with pediatric residents as preceptors of their primary care patients can also instruct them to use the DSM-PC to code cases that they present for guidance in management. Didactic presentations of topic areas such as depression, toilet training problems, and psychological reactions to chronic physical illness can also be structured around the relevant sections of the DSM-PC (Stancin, personal communication, April 12, 1988) . Case descriptions can be used in such presentations to illustrate the wide range of severity in clinical problems such as depression.
Obstacles to Pediatric Use of the DSM-PC
Despite the significant promise of the DSM-PC as a coding system, it is not as yet widely used by pediatricians. Several important obstacles limit its use. One of these is the lack of widespread knowledge of the DSM-PC and its potential clinical utility. Thus far, the AAP has organized workshops for the DSMstressful situations that might influence children's behavioral symptoms. Practitioners are strongly encouraged to utilize DSM-PC codes to identify situations in which children are exposed to environmental stressors that might be expected to threaten their psychological development. In some instances, these stressors might be the primary focus of clinical intervention. For example, scenarios such as the following are not uncommon in pediatric management: a pediatrician is consulted by the mother of a 3-year-old child (Billy) who reveals that she and Billy's father will soon be getting a divorce. Billy's mother wants to discuss the pros and cons of custody arrangements and how they could affect Billy. While the parents are now considering joint custody, she is very concerned that this plan will not work because the parents have had serious conflicts in the past. She is also concerned about the disruption that would be caused by a joint custody arrangement in which Billy will have to travel back and forth between parents. Because the pediatrician has known the family for a long time and has an excellent relationship with them, he decides to discuss this issue with both parents in a separate session.
During the course of a difficult and extended (60-minute) visit, Billy's pediatrician manages to help the parents work out a plan for visitation and provide guidance concerning what they should look for to best evaluate Billy's psychological response to the custody arrangements. Because the focus of the visit concerned anticipatory guidance, the pediatrician would have no way to code the diagnostic focus of this time-consuming visit with Billy's parents within available coding systems. However, using the language of the DSM-PC, the pediatrician can code an environmental situation, Challenges to Primary Support Group: Marital Discord and Divorce, as a focus of the clinical visit.
In addition to helping pediatricians to describe clinical encounters in which parents or children are counseled to manage the impact of difficult stressors, use of the environmental situations codes can help primary care pediatricians identify significant psychological risks to the child that might be associated with environmental stressors. For example, reconsider the case of the 18-month-old overly shy child, Sally, described earlier. What if the pediatrician learned that Sally's family had severe marital problems and that her mother was being abused by the child's father? This revelation would clearly increase the severity of the pediatrician's concerns and necessitate very different (as well as time-PC at national meetings and has funded the training of faculty, including some psychologists to use the DSM-PC and then to provide training to pediatric residents, faculty, and to community pediatricians. However, such dissemination efforts are still early along and need to be extended.
Although the developers of the DSM-PC focused on making the DSM-PC as user-friendly as possible, study, practice, and experience are clearly needed for pediatricians to become sufficiently conversant with the DSM-PC and its concepts to use it in clinical practice. Unfortunately, the time pressures of clinical practice limit pediatricians' abilities to use and practice (Marino, 1997) . For this reason, practitioners who have used the manual have pointed out the need to develop user-friendly guides and materials to facilitate its use in practice settings. One such guide is a laminated double-sided sheet with the Environmental Situations and ICD-10 codes and relevant CPT procedure codes (e.g., preventive counseling) on one side and the Behavioral Manifestations codes and their ICD-10 codes on the alternate side. Sample copies can be obtained from the author.
The final, perhaps most salient obstacle to pediatricians' use of the DSM-PC is the inconsistent level of reimbursement for provision of services for children who have developmental and behavioral problems (Rappo, 1997) . Limitations in reimbursement are of widespread concern in the field of behavioral pediatrics. Not surprisingly, the use of the DSM-PC has not as yet resulted in any widespread improvements in improved reimbursement rates.
Potential Applications of the DSM-PC by Psychologists Include Clinical Care, Training, and Research
Clinical Applications
Similar to their pediatrics colleagues, psychologists who work in primary care settings see many children and adolescents whose problems do not fit within DSM-IV diagnoses. This is especially true for preschool children, whose problems are not well represented in the DSM-IV. In addition, pediatric psychologists also assess and treat many children who are exposed to environmental stressors that affect their psychological development and response to psychological intervention. The DSM-PC is a potentially useful clinical tool to help psychologists accurately categorize and understand the problems they see in primary care settings. Finally, to the extent that psychologists and their pediatric colleagues who work together in the same setting are both using the DSM-PC to guide diagnosis and treatment planning they will develop a shared language or vocabulary with which to discuss the clinical management of behavioral problems and environmental stressors in primary care settings. This common language would certainly serve to promote interdisciplinary understanding and collaborative management of behavioral problems in pediatric primary care settings.
On the other hand, certain obstacles to the clinical applications of the DSM-PC by psychologists need to be recognized. The DSM-PC was not designed for use by psychologists in clinical care. Moreover, because reimbursement for psychological practice is currently tied to DSM-IV disorders, it is unlikely that many psychologists will use the DSM-PC in their practices at least as the sole method of coding even though these codes may describe some clinical problems in primary care more accurately than the DSM-IV. Consequently, I anticipate that teaching and research will be primary ways that psychologists will use the DSM-PC.
Training Applications
The DSM-PC affords some interesting opportunities for training psychologists, especially those who work with pediatricians in primary care settings. For example, students and faculty who work in such settings could learn to use the manual as a way to facilitate the training of pediatricians and as a guide to understand the full range of clinical problems that they may encounter in consultant care (Drotar, 1995) . Many of the behavioral and developmental symptoms that psychologists encounter in primary care populations fit DSM-PC codes far better than DSM-IV diagnoses. Psychologists who practice in primary care settings should also find utility for the DSM-PC environmental situations codes. Training methods, such as introductory lectures and handson training with videotapes that have been used to train pediatricians to use the DSM-PC are also applicable to psychologists (Drotar & Stancin, 1998) .
Because the DSM-PC illustrates the concept of a developmental continuum of behavior problems, it can also be used in teaching students to apply key concepts of developmental psychopathology (Sroufe & Rutter, 1984) . In this regard, one of my mary care are exposed and help researchers test hypotheses concerning the impact of exposure to multiple stressors on children's psychological development.
One of the most important areas for future research concerning the DSM-PC is to establish interrater reliability for the key diagnostic distinctions among developmental variations, problems, and disorders. Another priority will be to test the hypothesis, which is a central working assumption behind the development of the manual, that training pediatricians to use the DSM-PC in primary care will actually result in increased recognition of behavioral and developmental problems.
Some Psychologists' Concerns about Use of the DSM-PC
Some psychologists have expressed concern that pediatricians who use the DSM-PC will learn to make psychological diagnoses and develop management plans that will compete with psychological practice by claiming reimbursement for mental health services for children. The most worrisome concern is that pediatricians who learn to use the DSM-PC will no longer need to consult with psychologists because they are now able to manage children's behavioral and developmental problems independently.
Although there is no objective evidence to confirm or dispute these concerns, thus far my own experience and that of my psychologist colleagues who are using the DSM-PC suggest that, if anything, pediatricians' use of this instrument serves to enhance their awareness of relevant psychological problems and hence the number and quality of psychological referrals.
Given the time and fiscal constraints of pediatric practice and limited training that most pediatricians receive in the management of behavioral and development problems, it is unlikely that many pediatricians who use the DSM-PC will begin to devote large numbers of hours to providing extensive services to children with behavioral and developmental problems. Moreover, only a very small number of pediatricians have received specialty training in behavioral and developmental pediatrics and focus their practice primarily on behavioral and developmental problems in children. Many of these highly trained pediatricians have been trained by and work closely with pediatric psychologists. In my view, the most compelling problem concerning fellow faculty members at Case Western University is planning to use the DSM-PC as a part of her course on developmental psychopathology (Short, personal communication, May 16, 1998) .
Research Applications
Although the developers of DSM-PC used available research findings to develop its content, clinical use of the manual has not yet been supported by research. Some readers will recognize that this is comparable to the development of the DSM, which was developed largely in the absence of empirical data, even though studies of reliability and validity eventually provided some empirical support for some of diagnostic categories in the system. The DSM-PC was intended as a first draft to be revised in light of research (Wolraich, 1997) .
There are several important potential research applications of the DSM-PC. For example, by providing a broad coverage of presenting problems in primary care, the DSM-PC provides a tool to conduct collaborative descriptive research concerning the incidence and prevalence of problems seen by pediatricians and psychologists in primary care. The need for such research is especially critical for young children since empirical data concerning incidence, prevalence, and course of behavioral and developmental problems as well as utilization and psychosocial services are very limited. In one of the few such studies, Lavigne et. al. (1996) assessed 3,860 preschool children (ages 2-5) who were screened for psychiatric disorders in a primary care pediatric sample and found that prevalence rates of behavioral disorders in this sample were consistent with that found in older children. The most frequent specific diagnoses based on the DSM-III identified in this sample of children were Oppositional Defiant Disorder, ADHD, and Parent-Child Problem. Application of the DSM-PC to a similar population would provide a much broader range of options (and hence greater potential diagnostic accuracy) for coding behavioral and developmental problems commonly seen among preschoolers.
The DSM-PC also provides a method to facilitate research on the patterns of stability versus change in common behavioral and developmental problems and to document how such problems respond to pediatric intervention and/or referral to mental health practitioners. The DSM-PC can also be used to describe the incidence and prevalence of stressful situations to which children who present in pri-the delivery of mental health services in primary care is not competition from pediatric colleagues but how best to reach the large numbers of children with behavioral problems who go undetected or who lack access to adequate care for those problems that are detected (Jellinek, 1997) .
Future Directions
A concerted effort among many professionals will be needed to promote more widespread use of the DSM-PC. Strategies to accomplish this task include the following: dissemination of information concerning the DSM-PC in local settings and national meetings, development of materials to facilitate its use, promotion of reimbursement for using the DSM-PC, and documentation of innovative applications of the manual in teaching, practice, and research.
Disseminating Information about the DSM-PC
Because many pediatricians and psychologists are not familiar with the use of the DSM-PC, one important strategy will be to promote awareness of the DSM-PC by disseminating information in local communities, for example, in meetings of regional and state societies of pediatricians and psychologists, in academic medical centers, and national meetings. A DSM-PC task force sponsored by Sections 1 and 5 of Division 12 has also recommended more widespread dissemination of information about the DSM-PC among psychologists (Drotar et al., 1997) .
Development of Material to Facilitate Use of the DSM-PC
The development of materials that facilitate users' abilities to implement the DSM-PC in primary care settings (e.g., encounter sheets that list the DSM-PC codes) will be important to promote its use. Moreover, a companion user's guide for the DSM-PC is needed to describe how to best use the manual in practice. This might include descriptions of common coding dilemmas and approaches to their solution, guidelines for clinical management of various presenting problems and environmental situations, and recommendations for specific structured parent interviews and screening instruments to elicit information from parents and children concerning behavioral and developmental problems (Jellinek & Murphy, 1990) .
Promotion of Reimbursement for Using the DSM-PC
The level of reimbursement that pediatricians receive for their work in managing behavioral and developmental problems coded by the DSM-PC will, in all likelihood, drive its use. For this reason, and to promote their economic viability, pediatricians need to become knowledgeable about coding options concerning management of behavioral problems. Several codes from the Current Procedural Terminology Manual (CPT), including Office Consultation-severe complexity (99245), Prolonged Services (99358), and Preventive Counseling (99401), can be used to accurately describe pediatricians' clinical management of children's behavioral and developmental problems (Rappo, 1997) .
Another important set of strategies to promote reimbursement for pediatric use of the DSM-PC will be to educate third-party payers concerning the nature of the DSM-PC and its potential to facilitate better documentation of practice, more informed clinical management, and better defined referrals, etc. (Rappo, 1997) . In this regard, pediatricians will need to carefully document their use of the DSM-PC, and the advantages for more accurate descriptions of their practices, to insurance companies. Workshops should be developed for managed care companies to demonstrate how the DSM-PC can be used to clarify and systematize their decisions about managing children's mental health problems (Drotar et. al., 1997) .
The sponsorship of the AAP should help promote and legitimize the DSM-PC as a method for coding children's behavioral and developmental problems in primary care. Moreover, as more and more individual providers come to use the manual and develop a track record of its use in individual practices, more data can be provided to individual insurance companies to document practice patterns. Some pediatric providers have already begun to use the DSM-PC in this way and have even achieved success in obtaining reimbursement for DSM-PC diagnoses along with relevant procedure codes.
Descriptions of Successful Applications of DSM-PC in Teaching, Research, and Practice
Pediatricians and psychologists can also play a role in the application of the DSM-PC by describing successful applications of DSM-PC in collaborative practice, teaching, and research. Moreover, they can be influential in developing training materials and materials that will be useful to train other pediatricians and psychologists to use the DSM-PC. I would be very interested in hearing about methods of teaching, training materials, clinical management guides, and research applications of the DSM-PC. Psychologists who work with pediatricians in collaborative practices are in a unique position to gather information concerning the specific DSM-PC diagnoses of children referred to psychologists, the potential utility of the DSM-PC in facilitating referrals, and how DSM-PC concepts are received by parents.
The DSM-PC is as yet a promising but untried tool that has the potential to have a positive impact on the collaborative management of children's behavioral and developmental problems by pediatricians and psychologists in primary care settings. To ensure that this promise is more fully realized, psy-
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chologists and pediatricians will need to combine their talents to develop and document creative applications of the DSM-PC in teaching, practice, and research. Such applications should be disseminated widely in presentations and professional journals.
